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This was a hospice state licensure survey
Survey dates: March 19, 20, and 21, 2013
Facility Number: 009551
Medicaid Number: 200160160
Surveyor: Miriam Bennett, RN, BSN, PHNS
Parkview Home Health and Hospice is in
compliance with the Indiana rules for hospice IC
16-25-3 and the Conditions of Participation 42
CFR Part 418.
Quality Review: Joyce Elder, MSN, BSN, RN
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